The inspection of hospitals showed that when the Senior Consultant was given charge of the department there were seventeen Base Hospitals actively functioning, with only one otolaryngologist on duty in each. There were already fifty Camp Hospitals established, thirty of which were not functioning. Only ten of those actively functioning had an otolaryngologist assigned to them. The total roster of officers doing ear, nose and throat work for the American Expeditionary Forces at this time was thirty-two. Following is a summary of the equipment or rather the lack of equipment for this work in the hospitals of the American Expeditionary Forces at that time.
Base Hospitals.-One-third of the Base Hospitals operating were lacking in instruments and equipment to adequately care for the patients they were receiving.
Camp Hospitals.-Of those functioning, only two had sufficient instruments and equipment to properly care for cases .. Evacuation Hospitals.-In only one was an otolaryngologist on duty, with practically no instruments or equipment with which to work.
Mobile Hospitals.-None of those established early had an ear, nose and throat surgeon connected with it.
Field I-Iospitals.-In none of those functioning was there an otolaryngologist or any instruments or equipment for use in this department.
Divisions.-There were six otolaryngologists on duty with various divisions. Later the number was increased as requisitions were made, but at no time during activities were there sufficient officers from this department to meet the demands made upon it.
From the above summary it will be seen that in reality there existed no ear, nose and throat department except the service in the seventeen Base Hospitals, and in those there was no uniformity of standard as to the work performed. This lack of available men on the ground coupled with the fact that only a small number were occasionally landing in France and England, handicapped very much the early activities of the department. It was found also that while there was an ear, nose and throat man assigned to each of the Base Hospitals, he was supposed to remain there, and for the first six months this ruling held good, even though in many instances two or more men were assigned to the same hospital; and even though some of these hospitals were not actively functioning at the time, their Commanding Officers with few exceptions, would no! allow the officer an assignment for temporary duty elsewhere.
By May, however, we succeeded in obtaining competent men from many of the Base Hospitals, replacing them for the time being with men who were arriving, or with men who had been tried out on front line work and were found more suitable for Base Hospital work. With these men obtained, and with others who were arriving from time to time, all of our Evacuation and Field hospitals at that time were manned, and the remainder assigned to divisional work.
Before an otolaryngologist was assigned to duty with the divisions, it was not unusual to have from 250 to 400 men report sick each morning to the Divisional Surgeon. At least one-half of. these cases were suffering from colds and minor complications resulting therefrom. The usual mode of procedure at that time was to send these men to some Base Hospital in the rear, where they were treated for a few days, and then sent to a replacement depot, where they were held from three to six weeks, and then finally returned to their organization. As soon as an otolaryngologist was assigned to duty with these divisions an infirmary or dispensary was constructed, and at least 50 per cent of the men presenting themselves for morning sick call with colds and their sequela-were treated and returned to duty the same day. Of the remaining 50 per cent, about 40 per cent remained in the infirmary and received treatment for from one to three days, and were then returned to duty with their organizations, thereby saving transportation and loss of man power, both of which at that time were sadly needed. The remaining 10 per cent it was found necessary to route to Base Hospitals, where they received the more protracted care and treatment needed.
This system which was first put into practice by this department was later adopted in the divisions by every department of medicine and surgery, the net result being a conservation of man power when most needed as well as a welcome relief to an already overcongested transportation service. While some of the Base Hospitals were well equipped with instruments and supplies, the majority were not, and this was especially true of those that came over during the summer and autumn. Many of these upon landing..had no instruments or equipment whatever with which to function, the result being that much valuable time was lost to the service at a period when every hospital and man was sadly needed.
Our Medical Supply Depots at no time carried sufficient instruments and supplies to properly equip a hospital in an emergency, and those instruments they did supply for our department were so few in number and so antiquated that had it not been for the fact that many of the medical officers brought their own instruments hundreds of cases could not have received treatment at all, for with the exception of buying an instrument here and there that had been discarded by the French during the earlier period of the war, none could be obtained in France. Later, however, this scarcity of instruments and supplies was not such an acute problem, although the supply was always inadequate to the demand.
Hospital Centers.-Where several Base Hospitals were established at one place a set of buildings was assigned to this department, so that all the work in the center was segregated. Special wards and operating rooms were arranged, and examination and treatment rooms for ambulatory patients fitted up, and a staff formed composed of officers from the units of the Center. This obviated duplication of instruments and equipment, and resulted in better care for the patient, besides allowing the excess officers in the department to be made available for duty elsewhere.
Center Consultants.-In all the large Hospital Centers a Consultant was apointed whose duty it was to have a general supervision over the work of the Center and act as Consultant when called upon by the Center Staff or the individual units. This arrangement proved most satisfactory, resulting in a better care for the patient, besides maintaining a more rigid discipline for the staffs of the Center.
Among the duties of the Senior Consultant was that of visiting all the Base Hospitals as frequently as possible, seeing cases in consultation and operating when necessary, and consulting as to the needs of the service with both the Attending Surgeon of the department and the Commanding Officer of the hospital. During activities visits were constantly made from one Evacuation, Mobile and Field Hospital to another, seeing cases in consultation and advising as to the proper care and routing the cases, and later following up these cases .that had been routed to Base Hospitals in the rear, and consulting as to the nature and amount of reparative work to be done.
Care and Treatment.-Upon a request from the Chief Surgeon, a circular dealing with the care and treatment of cases in this department was prepared and sent to all hospitals in the American Expeditionary Forces, as many cases were being hospitalized unnecessarily for minor operative work. Upon receipt of this circular much of this unnecessary work ceased.
Classification and Standardization.-A working schedule for the classification and standardization of ear cases was submitted to the Chief Surgeon, believing that it would simplify the work in this department as well as aid the disability boards in classifying the cases that must corne before them.
Routing.c-When possible, all cases requiring immediate special reparative work were routed to hospitals in the advance zone, where this type of work could be best cared for and frequent observations made. Those cases that could be transported longer distances were routed to Base Hospital No. 115, where a special staff of officers for reparative work was located.
Records.-The ordinary history sheet used in the army was all that was required, but in many instances this was supplemented by a more complete history from a specialistic standpoint. All officers in the department were urged to obtain and keep complete records in full, and maintain a standard of uniformity. As Consultant I was frequently asked by both regular and reserve officers what need there was for an otolaryngologist being assigned to an Evacuation, Mobile or Field Hospital. At first my answer was "to care intelligently for case in his department." Later experience modified my views on this subject very much. I now believe the field of an otolaryngologist in an Evacuation, Mobile or Field Hospital is a limited one, owing to the fact that there are but few wounds that would naturally come within the province of the surgeon in this department that-are not multiple, the majority of which concern the general surgeon only. For this reason, especially when there are only a limited number of men available, it is unnecessary to assign a man from this department for duty at one of these points unless he has had a general surgical training that fits him to act as a member of a team doing general surgery. If a member of such a .team can act in a general surgical capacity in addition to caring for those cases that by right belong to his department, in such a way only can an otolaryngologist be utilized to a maximum at these points. To assign and maintain one in the front area for this purpose alone would be wasting his time, as his services are more urgently needed in the Base Hospitals of the advanced zone and in large Hospital Centers where the special cases are collected. At these places the otolaryngolologic surgeon is needed, where his judgment and skill can be utilized in caring for the acute conditions that present themselves, and for the reconstructive work that will follow on these cases that are to be salvaged for future line duty.
The cardinal principle of front line work in our department was following the example of the general surgeon, a debridement of the traumatized tissue and removal of all loose bone splinters and foreign bodies when present. Through and through penetrating wounds were closed primarily. In all cases where wounds were open and there was a tendency to contraction with increased separation of the edges, a primary suture was done in order to obtain a better cosmetic result for the future reconstruction work that was to follow. In penetrating wounds of the outer and superior wall of the antrum, no matter how produced, counter drainage was instituted from below. In bullet and shell wounds of the nose, where the bones were shattered, debridement followed by the removal of the loose splinters was the rule, but in no instance was there removal of any piece of bone where there was still an attachment of periosteum. These pieces were approximated as accurately as possible and held in place by some mechanical device so as to allow of nature's repair. In this way much bony structure of the nose was preserved, so that the reconstructive work could be made easier and the future result obtained more satisfactory.
All shell and bullet wounds of the auricle were treated by primary suture. Impacted shell fragments in the external auditory canal were removed and the resultant wound treated by the open method in order to promote drainage, and later, when necessary, plastic procedures were instituted. In shell and bullet wounds of the mastoid process, removal and open treatment was the rule. In penetrating wounds of the skull in the region of the temporal bone of the nasal fossa, a debridement at first was all that was indicated. Later, when the X-ray had localized the foreign body and the patient's condition admitted it, an attempt at removal (which was many times unsuccessful) was made.
In localizing foreign bodies in the brain no instrument gave us as much help by its precision and accuracy as the Hirtz compass, and later this was used in all foreign body cases to the exclusion of all other aids. In no brain case was it permissible to further mutilate the brain tissue by digital exploration. If the foreign body could not be removed by a continuous flow of a warm saline solution or other nonirritating fluid from a syringe, or could not be extracted by aid of forceps, it was let alone, as experience soon taught us that many of the cases recovered by letting the foreign bodies remain in situ. When fractures of the skull occurred all depressed areas of the bone ,were removed. At first a mistake was made by removing too small an area. Experience taught the error of this, as subsequent hernias were far less liable to occur when a large amount of bone was removed. This is probably due to the fact that a large exposure produces a minimum amount of pressure from within, whereas a 'Small opening makes for a maximum of pressure.
In all wounds of the throat and mouth the principles of general surgery were carried out, always keeping in mind that drainage was an important factor. In reconstruction work of the auricle where a greater portion of it has been destroyed a more satisfactory result was obtained by making casts or moulds and from these constructing an artificial auricle from what was known as Hemming's paste, rather than doing a plastic operation. These were easily placed in position and held by spirit cement and made to conform in color to any skin, and could be easily removed and replaced by the patient at any time. Artificial noses were made in the same way. In some of the nasal injuries it was necessary for respiratory as well as cosmetic purposes to loosen all adhesions and elevate them as much as possible by inserting a piece of cartilage or bone to replace in a measure the trauma existing. In many cases it was found advisable to work on these patients in conjunction with dental surgeons, as appliances had to be fitted and incidental details ,worked out, and much better results were obtained by utilizing the help of one who had been specially trained in devising, making and fitting these appliances. In the reconstruction work done, no didactic rules could be laid down, as the reparative process depended entirely upon the size, location, shape and condition of the wound and the amount of tissue available for repair. Much less of the reconstructive .surgery was done in France than was at first expected. This was owing to the decision made by the Chief Surgeon to return all soldiers to the United States that could not be made ready for line duty in a period of three to four months or less. This decision was in all probability due to our lack of beds at the time.
In many of the cases that confronted us it was quite as important to decide what should not be done as to say what should be done, and in this respect we learned a great deal from both our French and English colleagues, who, by the experience gained in the past four years, were in a measure able to say which cases should be operated upon and which should not. Eighty per cent of the work of the otolaryngologists in France was behind the lines except in the regimental area, and here as well as further back the bulk of it was much the same as that met with in civilian practice and consisted in caring for the acute conditions and their sequelse, During the influenza epidemic the cases where possible were segregated, and all were treated with warm nasopharyngal irrigations of saline and sodium bicarb. three times a day, using from a pint to a pint and a half at each sitting. This was followed by inhalations, and the air in the wards was kept as moist as possible. This unquestionably proved beneficial, lessening the cough and diminishing the duration of the attack. All mucous membrane irritations due to gas were treated primarily by local applications of lime water or bicarb. of soda. The laryngeal conditions were best controlled by intralaryngeal injections of guaiacol, 2 per cent, and camphor and menthol, of each 4 per cent, in oil.
Considerable criticism was made by some of the men when a circular was distributed through the department relating to tonsils, namely, that no tonsils were to be removed except when markedly hypertrophied or diseased, and never during an acute process. This was made necessary by the wholesale removal of tonsils that took place the first few months, and many hundreds of patients were hospitalized unnecessarily until this order was enforced.
Ear Protectors.-At first there were manv and various kinds. Later on all were discarded and gave way to the use of cotton waste moistened in oil or vaselin. This simple mechanical protection was sufficient, as it prevented concussion and maintained a maximum of hearing when worn. It was easy to insert and always obtainable.
Experience has taught us. that all hospitals engaged in the care of the sick and wounded should be completely. equipped and have the proper assignment of medical officers and nurses when ready to function; and that when assignments are made from the Ear, Nose and Throat Department to Evacuation, Mobile and Field hospitals those officers should be qualified to act as members of surgical teams, either as heads or assistants, as ordinarily there are not enough cases requiring special attention to occupy their entire time in these hospitals. There should also be a center of instruction established for officers of limited experience, so that they may be taught the modern methods of caring for battle casualties. One of the principal points brought forcibly to our attention was that in wounds involving anatomic parts that properly come under this department there was a too extensive debridement of the tissues. In some cases this was carried to such an extent 'that an immediate reparative process was impossible, owing to a lack of tissue with which to repair, for it should be remembered that in the regions of the ear, nose, throat and face as extensive a debridement is not necessary as in other portions of the body, because of the anatomic difference in the tissues.
Considerable difficulty was experienced in handling men that were assigned to the department from divisions and other medical organizations. Many of these men would claim to be expert otolaryngologists and were assigned to this department because of this claim or because they were doing regimental line work and wished to make a change, stating that their former training had been entirely along otolaryngologic lines. These men with few exceptions, did not know the first rudiments of ear, nose and throat work, 'and as soon as this fact was established they were transferred to a casual medical camp and subsequently utilized in other capacities.
This brings up an important point for the future consideration of otolaryngologists, namely, that of standardization. Is a man qualified to practice this specialty simply because he claims to be a specialist in this line of work? Or should he pursue a course of study in this specialty at some recognized institution where, after a prescribed course, he be examined didactically and practically, and if successful in such an examination he be granted a specialistic degree? A man taking such a course at an institution chartered with the power to grant such a degree or diploma would at once, in the eyes of the medical world, be looked upon as competent to practice his specialty. If such a standardization were established the self styled specialist would in the future (as far as medical support is concerned) be a thing of the past I feel strongly on this point and speak from experience because of some of the material with which this department was burdened under the guise of specialism.
During midsummer the calls for consultation work became so frequent that it was impossible to respond to all of them, and the appointment of a Junior Consultant was requested. This request was granted, and Major John B. Rae was appointed and assigned to headquarters for duty. This appointment was of great help to the Senior Consultant, as well as being of the utmost help to the department, as it made one or other of the consultants available at all times. During the summer plans were submitted to the Chief Surgeon requesting that one or more schools of instruction be established for officers of limited experience; that this instruction comprise a thorough course on the functional examination of the ear, as well as the routine and operative treatment of nose, throat and ear cases, and that it also include the teaching of reconstructive work in this department. Owing to the lack of avail-able teachers it was not considered advisable to grant this request, but we were given a promise of establishing these courses later. The early signing of the armistice, however, disposed of any further plans the Chief Surgeon may have had toward establishing such a course of instruction.
In some of the camp hospitals only one man was needed to cover the service on the eye, ear, nose and throat. In these instances, through the courtesy of Colonel Greenwood, the Senior Consultant in the Eye Department, an exchange of men between the two departments was made. When the armistice was signed there were 238 officers on duty in the department, and twelve additional held in reserve. When the Third Army was ordered to occupy German territory all the hospitals accompanying them were manned by from one to three officers from this department, in charge of Major Rae as consultant, and all instruments and equipment for the special work that was to be carried on was placed with the Medical Supply depots accompanying the army and requisitioned for use as soon as the hospitals were functioning.
From a personal observation of the French and English hospitals where reconstructive head and face surgery was done, I would most strongly urge that in the event of the United States becoming involved in another war, similar hospitals be established, equipped and surgically manned and ready for work prior to the opening of hostilities, and not wait to see whether or not such hospitals were going to be necessary, as we were told to do in the early days of the war. In my opinion, it is just as necessary that such hospitals be ready to function ate at the beginning as it is that we have base hospitals, if we expect to do our duty as surgeons to the wounded. Such hospitals established early give to the patients a better functional as well as cosmetic result, inasmuch as it insures the work being done early by competent men who have previously specialized along these lines.
My warmest thanks and appreciation are due General Ireland as Chief Surgeon and Colonel Keller as Director of Professional Services, for the help and advice given me at all times. It was their cooperation that made it possible to organize and maintain the department on an efficient basis.
To these officers and their associates who had charge of the services in the base hospitals, my own as well as the thanks of the department are gratefully given. It was due to their loyal support and willingness to work at all times in any capacity that made the service efficient for the care of our sick and wounded.
